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conditions in which people can be healthy" (p. 7)—is one with which the present committee's focus on EMS-C is quite congruent. This consistency with the earlier, broader report lends additional credibility to the committee's recommendations that there be leadership from the federal government but considerable operational action by states and localities.
A more recent monograph on prevention of disability (IOM, 1991b) makes the point that meeting the challenges of disability and prevention calls for federal, state, and local responsibility: "Government involvement at all three levels is a necessary condition for progress" (p. 261). It calls on the federal level "to provide leadership, financial support and technical resources to states and localities" (p. 262) and for states and communities to act "on their own" as well. This report goes on to argue that "input and contributions from the private sector" (p. 263), such as businesses and other private organi/ations and associations, also will be necessary, further underscoring (he need for effective links to be forged between the public and private sectors in addition to those developed across all levels of government.
Even a program such as Medicare can gain from approaches that extend beyond simple federal administration. In a detailed examination of approaches for ensuring the quality of health care delivered to the elderly (IOM, 1990b), yet another IOM committee laid out a strategy that involved considerable collaboration between a federal agency (HCFA), slate-based (but private) Peer Review Organizations, and local provider organizations (hospitals, physician offices, health maintenance organizations, and the like).
17. For comparison purposes, the following figures for the main (non-Medicaid) federal program for children might be considered. For the MCH block grant program to ihe states, which is administered by MCHB/HRSA, approximately $547 million was available in FY 1992 for direct block grants, approximately $96 million for SPRANS grants (Special Projecls of Regional and National Significance), and about $11 million for program operations at the federal and regional office level, for a tola! of about $654 million. Operations thus constitute about 1.7 percent of the total. The proposed level of funding for EMS-C (i.e., $30 million annually), much of which would be a pass-through to states or would support special projects and activities, represents the equivalent of about 4.6 percent of the MCH block grant effort.
Figures from the HRSA EMS-C demonstration grant program also provide a useful context. For example, start-up funds for the initial four projects were approximately $500,000 each ($2 million annually in the early years of the program); more recently, annual allocations for two resource centers totaled approximately $650,000. Appropriations in FY 1991 were $5 million for about 22 different projects. In October 1992, the EMS-C program was reauthorized until 1997 (P.L. 102-410) "for such sums as may be necessary for each of the fiscal years 1993 through 1997"; funding had been $5 million for each of FY 1991 and 1992. This bridging authorization is basically a means of ensuring some continuity in the EMS-C effort until action can be taken on the IOM committee's recommendations.  For example, these statutes have mandated complete state coverage of pregnant women and children up to fi years of age who arc in families with incomes below 133 percent of the federal poverty level, with subsequent coverage phased in, one year at a time, for all children through 18 years of age with family incomes less than 100 percent of poverty (Lee, 1992; Wcissert, 1992).   Some health care reform proposals appear to be predicated on the need lo address access problems that affect disadvantaged populations, which clearly include intolerably high numbers of children (NRC/IOM, 1992a).
